Conclusions: We conclude that, for severely ill or injured patients (ESI 1-2 surrogacy class), FSEDs may strain the cost to the principal payer, with a higher average charge per visit than for HEDs. Conversely, those visits assigned to ESI 3-5 surrogacy class benefit from a lower cost to principal payer when seen in FSED, with a lower average charge than when seen in HEDs. It is also observed that, while ED use in FL has increased from 2014 to 2016, this increase is not attributable solely to an increase in FSEDs, as HEDs are observed to see a greater proportion of annual visit growth than FSEDs, though it shall be noted that the proportion of total annual visit growth seen in FSEDs is increasing. Finally, we observe that while FSEDs have demonstrated an increase in annual visit and annual billing, FSED billing growth is outpaced by FSED annual visit growth. We conclude that FSEDs may afford payer groups a lower cost burden for emergent, low-acuity visits than HEDs, but advise that emergent, highacuity visits be deferred to HEDs given the higher cost burden seen in FSEDs. Further, we conclude that the increasing proportion of annual ED visit growth seen in FSEDs suggests their proliferation in FL may help to alleviate HED crowding. Methods: We analyzed the National Health Interview Survey from 2012 (the first year the survey asked all respondents their reasons for ED visits) through 2016 (the most recently available data). Our sample included US citizens aged 19-64 years, with family income below 138% of the federal poverty level. We use a hierarchy to categorize sampled respondents into those who reported ED use due to illness severity ("acuity reasons"), outpatient providers' office was closed ("office closure"), and lack of access to alternative outpatient care ("access reasons"). Our study design was a pre-post analysis with a control group. We examined the change in the proportion of the US population reporting ED use for each reason, before (2012-2013) and after (2015-2016) the Medicaid expansion, comparing expansion and non-expansion states. We treated 2014 as a washout period. We calculated difference-in-differences estimates using survey-weighted multivariable linear regression with robust variance, accounting for state-level clustering. We performed sensitivity analysis limiting the sample to states that expanded Medicaid on January 1, 2014 but did not expand Medicaid eligibility prior to the ACA.
Study Objectives: States that expanded Medicaid under the Affordable Care Act (ACA) have substantially improved access to primary care and self-reported health. However, studies examining changes in emergency department (ED) utilization have produced conflicting results. Examining how Medicaid expansion affected the reasons why low-income adults utilize EDs may provide further insight. We hypothesize that expansion states, compared to non-expansion states, experienced a decline in the proportion of the population reporting ED use due to access barriers to outpatient care.
Methods: We analyzed the National Health Interview Survey from 2012 (the first year the survey asked all respondents their reasons for ED visits) through 2016 (the most recently available data). Our sample included US citizens aged 19-64 years, with family income below 138% of the federal poverty level. We use a hierarchy to categorize sampled respondents into those who reported ED use due to illness severity ("acuity reasons"), outpatient providers' office was closed ("office closure"), and lack of access to alternative outpatient care ("access reasons"). Our study design was a pre-post analysis with a control group. We examined the change in the proportion of the US population reporting ED use for each reason, before (2012-2013) and after (2015-2016) the Medicaid expansion, comparing expansion and non-expansion states. We treated 2014 as a washout period. We calculated difference-in-differences estimates using survey-weighted multivariable linear regression with robust variance, accounting for state-level clustering. We performed sensitivity analysis limiting the sample to states that expanded Medicaid on January 1, 2014 but did not expand Medicaid eligibility prior to the ACA.
Results: By September 1, 2016, 31 states (and D.C.) expanded Medicaid. In the sample, there were 15,991 low-income adults from expansion states and 10,725 from non-expansion states. Overall, 30.80% (95% CI 29.99, 31.62) of the study population reported ED use, of which 74.04% (95% CI 72.56, 75.46) reported acuity reasons, 12.51% (95% CI 11.47, 13.64) reported office closure, 9.43% (95% CI 8.54, 10.42) reported access reasons, and 4.02% (95% CI 3.46, 4.66) did not report a reason. Medicaid expansion was not associated with statistically significant changes in the proportion of low-income adults reporting any ED use or ED use for acuity reasons, office closure, or access reasons (Table) . In the sensitivity analysis excluding late expanding states, our results were similar.
Conclusions: Though prior evidence showed improved access to primary care, expansion of Medicaid eligibility was not associated with statistically significant changes in reasons for ED utilization by low-income US adults. However, we cannot rule out smaller effects that may still be clinically relevant but that we were underpowered to detect. Our findings may be due to the substantial heterogeneity among Medicaid programs across states, as evident by conflicting results on the effect of Medicaid expansion from different states. Furthermore, most ED users reported that the primary reason for their visit was medical acuity, while only 9% reported visiting the ED due to access reasons that may be modifiable by insurance coverage or improved primary care access. attributed lives where the ACO is financially and clinically responsible for this population's outcomes) presenting to Cleveland Clinic health care system emergency departments. Waiver-eligible ACO patients were identified through the prospective list sent by Medicare quarterly that was electronically interfaced through our EMR using discrete identifying fields. The SNF 3-Day Rule waiver was approved for Cleveland Clinic Medicare ACO's use under the Track 1+ (downside risk contract) on 1/1/2018. We chose to engage only our 13 Connected Care (health system employed physician presence) SNFs in the waiver network. Embedded nurse case managers working with emergency physicians, identified appropriate ACO eligible patients who had medical or therapy needs, did not require hospital admission, and met Medicare criteria for SNF admission (medically stable, not requiring further inpatient care, and identified as having skilled nursing or rehabilitation needs warranting SNF placement). It is standard for all SNF admissions within the health system to be managed via the AllScripts care management IT network. AllScripts data for our ACO was queried from January 1 st , 2018 to March 31 st , 2018 to identify all emergency department ACO patients transferred directly to SNF. The 12 patients identified were then validated as members of the ACO by comparing to the CMS prospective assignment list. Our cost savings were compared to our 2017 Cleveland Clinic Medicare ACO data provided to each individual ACO by CMS.
Results: Twelve eligible ACO patients were identified during the study period who were able to be discharged directly from the ED to a SNF. Using a revenue savings-peradmission avoided of $9,594 based on 2017 Cleveland Clinic Medicare ACO data, we saved approximately $115,128 through avoided admissions. If this data were annualized, total Medicare ACO savings would be approximately $500,000, resulting in w$250,000 earned savings for the health system ACO based on a 50/50 risk sharing rate. None of the 12 patients admitted to the SNF's under this program were readmitted to a hospital within 30 days.
Conclusions: This pilot project suggests that implementation of the SNF 3-Day Rule Waiver from ED's that are part of a CMS participating Shared Savings ACO is feasible and can result in shared savings for participating downside risk Medicare ACOs.
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